INTRODUCTION
Hepatic resection has been advocated for the removal of colorectal hepatic metastasis. Tumour free survival at five years post resection of colorectal hepatic metastases has been calculated as 34% [1] . Five, 10 and 20year survival has been calculated as 40%, 24% and 18% respectively versus 0% for patients with non resected colorectal hepatic metastases [2, 3] . Hepatic resection has been carried out since the end of last century [4] . Early attempts at hepatic resection were compounded by: inaccessibility of the liver, lack of understanding of hepatic physiology, uncontrollable haemorrhage and infection [5] . In 1952, the first successful extended right hemihepatectomy was accomplished [6] . In 1957 [7] . This work described the liver as being composed of two livers (a left liver and a right liver). Each liver containing two sectors and each sector possessing two segments (with one exception), giving eight functionally separate segments [6] . Each segment receives its own portal vein, hepatic artery and bile duct contained within a sheath (the Glissonian sheath). Relatively bloodless anatomic hepatic segmentectomies can be achieved by isolating and clamping the sheaths to segments to be resected (the posterior intrahepatic approach) [6] .
There are three major hepatic veins located superiorly: left, middle and right hepatic veins [6, 8] . On the right side of the liver there are variable numbers of accessory veins. The right middle and inferior right hepatic veins are constant but normally of small calibre [8] . They drain segment 6 predominantly, but may include drainage from segment 5 [8] . In about 10-25% the inferior right vein can be quite large with a calibre exceeding 0.5cm [6] [7] [8] [9] [10] . In 3% of one study, the inferior right vein was thicker than the right hepatic vein (inferior right hepatic vein dominance) [8] . This is clinically important, because the posteroinferior area of the right lobe (segments 5 
